VALIDATION OF FETAL MRI OXIMETRY ACROSS THE FETAL CIRCULATION IN SHEEP AND HUMANS
Background: Our aim was to combine in vitro and in vivo MRI T2 oximetry in sheep and human fetuses to validate our approach and define oxygen saturations (SO 2 ) across the fetal circulation.
Methods: Pregnant ewes underwent surgery to implant catheters in maternal and fetal arteries and veins. The blood T2 vs SO 2 relationship was characterized in vitro by T2 mapping of blood drawn from catheterized sheep fetuses and ewes (n = 73; 3T Skyra, Siemens) and 3 adult humans (n = 32; 1.5T Avanto, Siemens) and plotting the result against the true SO 2 by blood gas analysis. Eight ewes (126AE1 days) and 30 women (36AE1 weeks) underwent fetal MRI, where T2 in major vessels were converted to SO 2 and compared between species (unpaired t-test).
Results: The in vitro and in vivo blood T2 vs SO 2 quadratic relationships in sheep are not statistically different (P = 0.06). Normal fetal SO 2 throughout the circulation were calculated from the respective sheep and human blood T2 vs SO 2 relationships and were not statistically different (P = 0.32).
Conclusions: We have validated fetal MRI oximetry using T2 mapping in fetal sheep and quantified SO 2 in sheep and human fetal circulations. Late gestation fetal MRI oximetry using T2 mapping could be a reliable tool for studying abnormal fetal circulatory physiology. Background: Severe postpartum haemorrhage (PPH) is a serious clinical problem that is increasing in frequency. It is defined here as estimated blood loss >=1500 mL in the first 24 h after birth.
RISK FACTORS FOR SEVERE POSTPARTUM HAEMORRHAGE
Methods: Data routinely reported by attending midwives on all births in Victoria were used to analyse risk factors for severe PPH for all women who gave birth in 2009-2013. Multivariable logistic regression was used to estimate unadjusted and adjusted odds of severe PPH for a number of maternal characteristics, pregnancy related factors, and management of labour and birth.
Results: 1.4% of women experienced a severe PPH. The adjusted odds of severe PPH were higher for women born in South-East and North-East Asia and Oceania, for older women, overweight and obese women, those with a multiple pregnancy or who had 3 or more previous caesareans. Placentation problems were associated with greatly increased odds of severe PPH. Other risk factors included forceps or vacuum birth, caesarean after the onset of labour, severe perineal laceration, macrosomia, and giving birth to a stillborn baby. The use of oxytocin infusion in labour was associated with an 18% increase in odds (95% CI 1.1, 1.3). Severe PPH occurred in 0.7% of women who had none of the identified risk factors.
Conclusions: Most risk factors for severe PPH are not amenable to change after clinical presentation. Considering limiting the use of oxytocin infusions to cases where they are clearly indicated, and strategies to reduce perineal lacerations would likely reduce the rate of severe PPH. All women need close postnatal observation by staff who are skilled and equipped to manage PPH. It is postulated that in-line filters remove microparticle precipitates, endotoxins, air and microorganisms. Some guidelines recommend the routine use of in-line filters when administering TPN in the neonatal population despite the lack of evidence in this population. The aim of this survey was to establish the filtration practice of TPN used in neonatal intensive care units (NICUs) within Australia and New Zealand.
NATIONAL SURVEY OF TPN FILTER USE IN NEONATAL INTENSIVE CARE UNITS
Methods: A survey was sent via email to the Nurse Unit Manager (or equivalent) of the 31 NICUs listed in the '2017 Directory of NICUs within Australia & New Zealand'. Results were collated 9 weeks later.
